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ABSTRACT

Obijective: To define the safe transition process from hospital to community of patients with chronic mental disorders and
their families. Method: This was an action research study included in the constructivist paradigm. The participants in the
study were nurses from a psychiatry service and from primary healthcare services. Results: After the identification of causes
of continuity fragmentation, the following items emerged from the participants’ speeches: a) two criteria categories for safe
transition (those associated with health status, dependence level, and self-care capacity of patients, and those associated with
knowledge and competence level of informal caregivers); b) the design of an algorithm to facilitate clinical decision-making.
Final considerations: In order to promote adherence to therapeutic treatment in the hospital-community transition, treatment
plans must include patients and their families, and improve communication networks and support among care levels.
Descriptors: Mental Health; Nursing; Continuity to Patient Care; Medication Adherence; Caregivers.

RESUMO

Objetivo: Definir o processo de transigao segura do hospital para a comunidade da pessoa com doenga mental cronica e sua familia.
Método: Este é um estudo de investigacao-acdo, inserido no paradigma construtivista. Teve como participantes os enfermeiros de
um servico de psiquiatria e dos cuidados de satide primarios. Resultados: Apés a identificacdo das causas da fragmentacdo da
continuidade, emergiram do discurso dos participantes: a) duas categorias de critérios para a transicao segura (os associados a
condicao de saude, ao grau de dependéncia e a capacidade de autocuidado do cliente e os associados ao conhecimento e ao nivel
de competéncia do cuidador informal); b) o desenho de um algoritmo para facilitar a tomada de decisdo clinica. Consideracées
finais: Para promover a adesio ao regime terapéutico na transicao hospital-comunidade, o projeto terapéutico tem de incluir a
pessoa e a sua familia e melhorar as redes de comunicacdo e suporte entre niveis de cuidado.

Descritores: Satide Mental; Enfermagem; Continuidade da Assisténcia ao Paciente; Adesdo a Medicacdo; Cuidadores.

RESUMEN

Objetivo: Definir el proceso de transicion segura del hospital a la comunidad de la persona con enfermedad mental crénica y su
familia. Método: Estudio de investigacion-accion, inserto en el paradigma constructivista. Participaron los enfermeros de un servicio de
psiquiatria y de atencion primaria de salud. Resultados: Luego de identificarse las causas de fragmentacién de la continuidad, surgieron
del discurso de los participantes: a) Dos categorias de criterios para la transicion segura (los asociados a condicion de salud, grado de
dependencia y capacidad de autocuidado del paciente, y los asociados al conocimiento y nivel de competencia del cuidador informal);
b) El diseno de un algoritmo para facilitar la toma de decision clinica. Consideraciones finales: Para estimular la adhesion al régimen
terapéutico en la transicion hospital-comunidad, el proyecto terapéutico debe incluir a la persona y a su familia, y mejorar las redes de
comunicacion y soporte entre niveles de cuidado.

Descriptores: Salud Mental; Enfermeria; Continuidad de la Atencion al Paciente; Cumplimiento de la Medicacién; Cuidadores.
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INTRODUCTION

The purpose of hospital discharge instructions is the patient’s
compliance with the treatment proposed by the healthcare team,
since hospitalization up to home™. However, the transition from
hospital to community is not always safe and does not ensure
that patients and their families will have support and assistance
for the needs felt when they return home. This is a reality for
all patients with self-care dependence, cognitive alterations,
and loss of autonomy!,

In case of patients with mental disorders, assurance of con-
tinuity of care is of utmost importance, because they are rarely
able to ensure continuity of care by themselves, whether due to
risk of frailty, difficulties associated with self-care dependence,
or lack of autonomy.

Caregivers themselves (family members or informal caregiv-
ers) face these difficulties, associated with the embarrassment
over the lack of knowledge about the illness and the lack of
ability to follow instructions associated with other limitations™.

Nurses have a key role in the choice of appropriate inter-
ventions that ensure continuity of care between hospital and
community. Early and appropriate planning of home return
minimizes collateral effects and secondary disabilities on ill-
ness and medication, promotes knowledge and abilities for
the adaptive confrontation with the disorder, and enables the
inclusion of the family as a target and partner in care®.

The planning of hospital discharge is still problematic in
several areas, with difficulties in ensuring the effectiveness
of continuity of care. Some authors state that issues such as
time spent on this activity, methodology, difficulties of com-
munication among healthcare professionals, non-evaluation
of the effectiveness of the interventions?, lack of records,
and their non-systematization contribute to their invisibility in
the practice of the profession, thus contributing to the gaps in
the planning of hospital discharge” and subsequent safe and
informed transition among different care contexts.

One recent study showed that information sharing among
healthcare services in Portugal is nonexistent or scarce, with clear
implications for the quality of services provided to the population.

In the mental healthcare area, researchers warn that the
appropriate use of the medications prescribed is necessary to
achieve clinical benefits and reduce risks of relapse or recurrence
of mental disorders?. An example of this reality is the taking
of antidepressants and antipsychotics. Half of patients with
mental disorders interrupt the treatment in the first six months
from the prescription of the drug therapy®® or administer it
inappropriately?. This phenomenon represents a particularly
serious problem in psychiatric chronic disorders, whose rates of
adherence to treatments are still lower than in other disorders®.

Non-adherence to medications includes a range of behaviors,
from refusal of treatment to an irregular use, partial alteration of
the daily medication®?, or its regular interruptions®?.

Potential factors for non-adherence may be related to pa-
tients” attitude in the face of illnesses and behaviors towards
their management, knowledge on illnesses, severity of signs
and symptoms, comorbidities, cognitive functioning, relation-
ship with medications®®19, treatment, personal characteristics,
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external environmental factors?, attitudes regarding medication,
experiences lived with their illnesses and treatments?, or even
therapeutic support. In particular, risks perceived and benefits
of the treatment and illness (that is, “illness insight”) play an
important role in adherence"?.

Some sociodemographic characteristics have been described
as determinants of non-adherence, such as the beginning of early
treatment, younger age at the beginning of the illness, alcohol
addiction and other illicit drugs, lack of housing, low levels of in-
volvement in social activities, independent housing, and financial
restrictions with consequent inability to pay the medication”9,

Difficulties in adherence to the therapeutic treatment pre-
scribed have a negative effect on the result of the illness, in-
crease recurrence and hospitalization rates, worsen signs and
symptoms, and increase hospital costs?¢7%,

The issue regarding inappropriate or non-adherence is par-
ticularly important in the first stages of severe mental disorders,
because non-treatment is critical for these patients’ prognosis
and quality of life®.

Family involvement is of utmost importance for the mainte-
nance of care and resocialization of patients with mental health
disorders. In the same way that it affects and influences patients,
it is also influenced and affected by them“", which justifies
that families of patients with mental disorders are prepared in
advance to their family member returning home.

The family develops actions to maintain self-care, encourage,
be present, be a reliable and trustful support".

Although nurses adopt the role of coordinating the home
return planning process, in practice, the instructions written
and provided to patients and their family members, especially
to family caregivers, have been too simple to ensure this con-
tinuity of care', and mostly provided by the medical team®.

In addition to the medication, patients must know and be able
to manage other elements related to their illnesses, especially
their treatment, management of symptoms, and healthy lifestyle?.

It is nurses’ responsibility to ensure that both patients and
families, especially caregivers, leave the hospital properly pre-
pared and supported, which is possible through a better in-
teraction and communication among professionals, patients,
caregivers, and healthcare services?,

OBJECTIVE

To define the safe transition process from hospital to commu-
nity for patients with chronic mental disorders and their families,
with the purpose of promoting and maintaining adherence to
the therapeutic treatment.

METHOD

Ethical aspects

The present study initiated after approval of the three institutions
involved and was agreed by means of signature of a partnership
protocol. In order to ensure data anonymity and confidentiality,
the researchers who collected data in the community and hospital
codified the data regarding observation (O), interviews (I), and
records (R), without identifying patients and their families.
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The institutions authorized the present study in partnership
with the Higher School of Nursing of Lisbon.

Study design

This was a study with a qualitative approach included in the
constructivist paradigm, carried out from 2015 to 2017, involving
researchers of a higher education institution and nurses from
the psychiatry service of a hospital and from healthcare centers
in the coverage area of the hospital, totaling 38 professionals.

The action-research methodological choice was due to its
flexibility as a participatory research method, with involvement
of praxis, allowing the interaction between researchers and the
research subjects, that is, between formal and informal knowl-
edge, between theory and practice™, maximizing participants’
individual qualities and abilities.

Scientific methods must be used to promote the resolution of
problems, improve knowledge, and quickly translate it into the
final users (healthcare professionals) and beneficiaries (health-
care patients)™. The action-research method was selected due to
its dynamic process that enables to combine the data collection
process with analysis, reflection, and action to change clinical
practice, promoting the translation of knowledge.

Authors strengthen the following essential characteristics
of this method: search for solutions for problems in practice;
collaborative work between professionals and researchers; and
change and development of theory">.

Methodological procedures

Based on the guiding question “How to ensure a safe transition
from hospital to community for patients with mental disorders
and their families?”, data collection was carried out by means of
participant observation, semi-structured interviews, consultation
on clinical processes and notes made by the professionals of the
institutions, and team meetings with the presence of researchers
and professionals from both contexts of clinical practice.

The present study is part of a more comprehensive project
entitled “Safe transition from hospital to community”, which
comprises nursing interventions to other types of health/nurs-
ing care patients and includes the identification phases of the
problem, planning, treatment and data analysis, action, and
evaluation. The present study shows the results of the three
first stages of the research process regarding project K: Training.

Meetings with all participants in the study were essential to share
information and clarify the gap between speech and daily practice,
connect formal and informal knowledge, and establish communica-
tion between the two cultural worlds: experts and general practitioners
participants"?, based on decision-making on how to ensure that
the planning of hospital discharge may provide continuity of care,
refocusing the group on the central issue of the study.

Data source
The study participants were nurses from the hospital and
healthcare centers in the coverage area of the hospital.

Data collection and organization
The data collected were recorded in a logbook. The diver-
sity of techniques and sources facilitated the inductive work,
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because it brought the perspective of the different participants
in the process, which enriched interpretation and guided the
emergence of new issues and solutions to reveal the complexity
of the phenomenon in study.

Data analysis

Participant observation was carried out in the hospital and
community context by two researchers. The result from profes-
sionals’ interviews guided observation, issues that were placed
at times of presence, and record of interactions in the logbook.

The interviews were not recorded because the researchers
were present during their interaction with the professionals!.
The data were organized, categorized, and analyzed for the
collection of responses regarding the issue of study.

RESULTS

Discussion meetings on practice enabled the diagnosis of
the situation. The establishment of difficulties and opportuni-
ties for a safe transition, with discussion between community
and hospital nurses, enabled the explanation of the model in
use, organizational constraints, difficulties of communication
and circulation of information between the two care levels, as
well as the perception that many patients with mental disorders
did not undergo medical follow-up after clinical discharge
when they returned home, due to the lack of referral to primary
healthcare professionals.

Regarding the phase of identification of the problem, on the
matter of sending hospital discharge letters, it was evidenced
that these were not effective to ensure continuity of care:

Hospital discharge letters do not always reach the healthcare cen-
ter. They are personally delivered to patients and their families.
In some cases, patients do not have economic conditions to go
to places. In other cases, the social stigma attached to illnesses
is so high they feel embarrassed, which makes it difficult to ask
for help. Some patients do not want the support of community
nurses because of previous negative experiences. (137)

The lack of an instrument able to predict the risk of non-ad-
herence was another adversity identified for discontinuity of care:

In the clinical process, we have extensive data about pa-
tients. However, how can we guess the adherence behavior
after hospital discharge? Patients themselves lie about taking
medications. (14)

Regarding pressure ulcers, there is a more objective way to
predict the risk development, and this guides community
nurses. With regard to mental disorders, we are not used
to evaluate non-adherence risk. We have already used the
MARS scale. However, at the time of hospital discharge, we
forget that its filling may help to guide the intervention of
community nurses. (R13)

In the analysis of the participants’ speeches, the following
difficulties in the process were identified: 1) lack of organization,
systematization, and dissemination of best practice in different
services; 2) lack of education structure to provide patients with
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mental disorders and family caregivers with elements in three key
areas: understanding of the therapeutic treatment, undertaking
of activities of daily living, and training of family caregivers; and
3) difficulties in communication and circulation of information
for continuity of care between hospital and community, without
a definition of information content and circulation.

Itis worth mentioning that the professionals observed some
difficulties self-perceived by patients themselves and their fami-
lies that determine the failure of a safe transition such as low
level of literacy; low adherence of family caregivers to training
at the hospital and primary healthcare centers; and obstacles
to changed imposed by healthcare professionals.

In the phase of planning the resolution of the problems
identified, analysis of the notes written by nurses and data col-
lected in team meetings enabled the emergence of the criteria
for continuity of care.

The discussion on clinical cases of rehospitalization due to
non-adherence to therapeutic treatments led team members
to reflect on their own practice, which clarified and motivated
them to change their practice.

In the content analysis of nurses’ speeches and reports, two
major categories related to the criteria for continuity of care
emerged: those associated with patients with mental disorders
and those established by knowledge and competence of family
caregivers. Chart 1 presents subcategories and units of enumera-
tion (UE) of each category.

After distinguishing the problem, the first step for change
was planning a safe transition process with the establishment
of eligibility criteria for patients and their families to ensure
continuity of care.
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The participants established that in a first phase, priority to
ensure continuity of care according to the problem and based
on the availability of human resources in the community and
existing community support networks ensuring equity and jus-
tice, would be given to patients with mental disorders and their
families with: partial or absent insight of patients with severe
mental disorders (psychotic disorders) and family caregivers;
dysfunctional family dynamics (conflicts/abusive relationships/
expressed emotion levels); lack of resources/structures of support
for patients/families; poor social and family support network for
patients with severe mental disorders.

The use of a non-adherence assessment and prediction
instrument was agreed. The instrument negotiated between
researchers and physicians was the MARS scale (Medication
Adherence Rating Scale), because it was already used by the
hospital nurses, and validation of this self-administered scale
to the Portuguese population in 2011 had shown it can be
easily and fastly administered, with satisfactory applicability
and reliability®.

In order to ensure a safe transition followed by the binomial
patient/family, the design of an algorithm was required to fa-
cilitate decision-making, where from evidence, the circuit of
intervention, information, and communication between the two
care contexts could be graphically recreated (Figure 1). The use
of algorithms in clinical practice promotes faster learning and
internalization, allows the introduction of evidence into clini-
cal practice in a faster and more uniform way, and facilitates
the definition of individual strategies to be introduced in the
information systems of support to documentation, that is, nurs-
ing documentation”.

Chart 1 - Criteria for continuity of care of patients with mental disorders and their families, Vila Franca de Xira, Portugal, 2017

Category Subcategory UE®
Capacity for management of therapeutic treatments 23
Degree of dependence 17
L L . . Patient training and cognitive status 13
Criteria for continuity of care when patients with mental
disorders are referred to the community, associated with Need for care 10
health status, dependence level, and self-care capacity :
Family support 8
Need for technical and rehabilitation assistance 8
Need for home care 5
Need for training caregivers 13
Socioeconomic and family conditions 10
Evaluation of caregivers’ cognitive capacity 8
Internalization of the importance of role/responsibility 6
Criteria for continuity of care associated with knowledge Caregivers’ physical capacity 5
and competence level of family caregivers 8 phy: P
Community resources and support network 7
Capacity for management of therapeutic treatments 4
Psychological capacity 4
Caregivers’ availability 4
Note: @Units of enumeration
Rev Bras Enferm [Internet]. 2018;71(suppl 5):2264-71. 2267



Guidelines of the Society for Medical Decision Making,
which regards to the development of algorithms, were applied
for its development”.

The main concern with the treatment plan of patients and
their families focuses on the control of symptoms and patient
reintegration, which requires two approaches in the opinion of
the participants: drug therapy and psychosocial therapy. Drug
therapies are made with antipsychotics or neuroleptics, which
are used in the acute phase of illnesses to relieve psychotic symp-
toms, and in periods between crises to prevent risk of relapse.
Physicians try to keep the medication in the lowest possible
dose to prevent risk of relapse and potential adverse effects. Due
to the risk of non-adherence to the therapeutic treatment, all
professionals’ interventions aim at promoting adherence to the
therapeutic treatment, by means of a good therapeutic alliance
and psychoeducation together with patients and their families.

Reference nurses in the hospital and community were defined
for each clinical situation and to facilitate alliance.

After returning home, the community reference nurse gives
continuity to the treatment plan with biweekly follow-up during
the first month. Then, follow-up is carried out once a month to
keep therapeutic adherence. Status of patients and their family
is determined in the first evaluation.
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The MARS scale is applied both at the hospital and in the
community. At the hospital, it is applied at the time of admission
and on the day of hospital discharge. In the community, it is ap-
plied on the third, sixth, and 12th month after returning home.

In situations of difficult adherence and symptomatic control,
coordination with connecting links at the hospital is of utmost
importance. In these cases, a crisis must be managed and a plan
is required to revert any worsening of psychotic symptoms, as well
as to reduce delirious thoughts. At this time, patients and other
family members must receive immediate protection and support.
The following warning signs were recognized by patients and
their families: insomnia; ritualistic concern with specific activities;
being suspicious; unexpected outbursts; search for quietness or
isolation; mood swings; and demonstration of bizarre behaviors.

Crisis management must be preferably made in the com-
munity in coordination with the outpatient unit of the hospital
to prevent hospitalization. It includes all activities that allow
stress management (management of the context and situation
itself); management of symptoms and treatment (for example:
sleep, deliriums, hallucinations); management of emotions
(anxiety, irritability, aggressiveness, lability); management of
communication and coordination with connecting links of the
hospital unit.

INCLUSION CRITERIA

e Partial or absent Insight of patients with mental disorders and FC;

® Dysfunctional family dynamics (conflicts/abusive relationships/emotional levels expressed);

 Lack of resources/structures of support for patients/family;
® Poor social and family support network for patients with severe mental disorders.

PATIENTS WITH MENTAL DISORDERS AND FC —
non-adherence risk to therapeutic treatment
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Figure 1 — Algorithm for a safe transition from hospital to community for patients with mental disorders and their families, Vila

Franca de Xira, Portugal, 2017
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DISCUSSION

Non-adherence to treatments stands out as a potentially
modifiable factor that may lead to relapses and pharmacologi-
cal resistance®?.

The main problem and starting point for the present study
was the discontinuity of care and its potential impact on non-
adherence to treatments.

Patients are vulnerable to experiences of loss of continuity
when their health status is altered or when they have to move
between healthcare services, which leads to implications for
their functionality and quality of life. Continuity of care ensures
improvement in the quality of care provided, contributes to the
reduction of costs, and presents itself as an appropriate strategy
and a policy to be followed by healthcare services®.

The fragmentation of continuity of care may result in confusing
treatment instructions for patients with a significant probability of
errors and duplications, inappropriate follow-up, as well as lack of
preparation/information for themselves and family caregivers‘”.

The results in the present study indicate the need for a reli-
able evaluation of the adherence to medications of patients with
chronic disorders and measurement of risk associated with the
vulnerability criteria that these patients and their families present,
in order to ensure continuity and manage community resources.
However, establishing non-adherence risk is a challenge. In spite
of being a concern, its measurement is difficult1%'?, Professionals
spend time in the evaluation of non-adherence predictors, and
patients may eventually not express their intentions regarding
medication. Even with a type of “non-adherent personality”,
there are no patterns universally accepted for a worthwhile and
reliable approach to evaluate adherence behavior®,

The main evaluation methods are patients’ reports and information
of professionals, counting of drug tablets/capsules, and biological
methods (such as the dosing of drugs through blood or urine tests),
with advantages and disadvantages inherent to each method®.

The present study showed that the reports of patients with mental
disorders are not always reliable, even though the cost/efficiency
and cost/time relationship of this method is more favorable. How-
ever, it can overestimate adherence to medication in 30%°. The
counting of drugs is not reliable because patients and their families
may remove them from blisters, which does not mean intake®.

The study participants chose the MARS scale, with establish-
ment of evaluation times in the hospital and community, in order
to keep an evaluation and comparison of the adherence behavior.

The treatment plan initiated at the hospital and to be con-
tinued in the community relies on psychoeducation of patients
and their families. Among the interventions with impact on the
adherence to therapeutic treatments, authors highlight psycho-
education, cognitive-behavioral therapies, and motivational
interviews''® with the potential to increase adherence’®'®,

The purpose of psychoeducation is to teach a better under-
standing of illnesses, medications, and potential collateral effects.
It may involve counseling techniques, sessions, and writing
and audiovisual material"?. In spite of being the main pillar of
strategies to improve adherence over the years, the results of
studies are not consistent with its use, because its effectiveness
is considered poor?,
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These behavioral approaches include conditioning, rewards,
tips, reminders, and training of skills"®. Psychosocial and phar-
macological aspects, and even technological approaches must
complement themselves to resolve this issue"?.

Many of the difficulties result from the lack of information on
what to expect from treatments in terms of risk and specific col-
lateral effects, response time of medications, or degree of impact
of a treatment on specific dimensions. The nature and extension
of psychoeducation combined with the therapeutic alliance with
patients may be an important predictor of behavioral adherence!'?.

Some studies have focused on the importance and effective-
ness of teleconsultations, telemonitoring, telecare, or telenurs-
ing, considered as an increasing modality of communication in
the nursing care area®”. In order to ensure and improve access
to health care, information exchange is essential, because it
provides bond and psychosocial and affective safety in the
communication between professional and patients”. Telenurs-
ing consultations have demonstrated adherence to therapeutic
treatments through the significant increase in 83.4% by means
of outpatient medical follow-up, use of prescribed medications,
and continuity of instructions carried out™™.

Follow-up by reference nurses of healthcare centers includes
the possibility of telemonitoring for patients with lower risk of
non-adherence, but always complemented with regular con-
sultations by the multidisciplinary team.

This regular follow-up corroborates results of other studies that
show that symptomatic patients may have serious impairments in
self-care and maintenance of the drug treatment, and may even
make use of medications to commit suicide®. Non-adherence
to therapeutic and drug treatments itself has a negative impact
on the course of illnesses, which may lead to hospitalization
recurrence and increase in time for remission of symptoms,
with psychotic outbreaks and suicide attempts®.

Regular contact contributes to the development of a trustful
relationship and provides safety. Therapeutic alliance leads to
a better adherence. Therefore, professionals must help patients
and their families in establishing goals''®. Empathetic willing-
ness is required, in addition to a collaborative and partnership
structure where patients feel active, participative, and respected
in this relationships'®.

Family support is a predictor of adherence?. Researchers of
a study that evaluated the training of family members observed
that their supervision increased adherence to treatment?.

The characteristics of the care system must also be consid-
ered"?. Authors indicate that this system includes the time spent
to evaluate factors that may influence adherence, providing
psychotherapy (to patients and family members, if appropriate),
and enabling continuity of care''®. The characteristics of family
caregivers must be considered to evaluate their capacity for
management of treatments and symptoms. Knowledge, beliefs,
attitudes, and the nature of their relationships influence their role
as potential facilitators of adherence to therapeutic treatments!'?.

Another aspect to be considered is related to social, cognitive,
and behavioral perspectives. Non-compliance/adherence often
represents a rational decision for some patients, determined by
factors such as their opinions/beliefs on taking medications, life
circumstances and available resources, competing priorities,
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and the need to ensure their independence and carry out their
lives, even when undergoing long-term treatments®.

Therefore, interventions must be developed to meet the
challenges of non-adherence to treatments, with improvement
in training environments of patients and their families, sharing
of decision-making, and accountability for the management
of illnesses!?.

Although not presented in the results of the present study, it
is worth mentioning that indicators were defined for evaluation
of the treatment plan. It is important to strengthen the idea that
organizations, when evaluating the quality of care provided in
healthcare services, must make use of indicators in the prepa-
ration of patients to return home, health education of these
patients and families, support provided for continuity of care
at home, and follow-up carried out after hospital discharge?.

Encouragement and increase in networking among healthcare
professionals of hospitals and community, and the resource to
case managers or peer advisers may also be valuable to facilitate
the process?.

Integrative reviews carried out regarding the transition from
hospital to community showed that the instructions made avail-
able by nurses are essential so this transition is effective, as they
promote adherence to medications, self-care management,
increase adherence to treatments, and reduce rehospitalization,
comorbidities, and mortality rates!'?.

Study limitations

The present study presented limitations involving the inten-
tionality in the choice of contexts, participants, method, and
analysis carried out, which do not allow generalizations for
the population.

Contributions to the nursing, healthcare, or health policy areas
In spite of the limitations abovementioned, the present study
contributes to discussions on continuity of care, safety in the
adherence to therapeutic treatments, and raises issues on the
role of nurses as managers of clinical cases and leaders in the
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management of the transition that patients experience over their
life cycle and in different contexts. Some of the results may be
used in undergraduate and graduate programs for healthcare
professionals to discuss the importance of the role of nurses as
managers of clinical cases in patients who need continuity of
care, contributing to the development of more effective solutions
to adopt evidence-based decision making in clinical practice
and development of healthcare policies.

FINAL CONSIDERATIONS

The present study brings significant contributions to con-
tinuity of care among care levels. In the content analysis of
nurses’ speeches and reports, two major categories related to
the criteria for continuity of care patients with mental disorders
emerged: those associated with patients and those established
by knowledge and competence of family caregivers.

Itis worth mentioning the importance of improving commu-
nication networks and empowering patients and their families
with knowledge and adaptive strategies in the face of adversity
and symptomatic alterations.

The algorithm designed over the action research process
aims to ensure a hospital-community safe transition, which is
only possible with the definition of criteria for continuity of care
associated with clinical condition, and training and motivation
of patients and family caregivers.

Safe transition insurance with adherence to therapeutic treat-
ments involves early planning of home return, participation of
patients and their families, establishment of non-adherence risk,
information sharing, and accountability of all parties involved.
Communication among care levels must be simple, objective,
continuous, and with feedback.

In order to achieve improvement in continuity of care between
hospital and community, information content and circulation
must be defined.

Further studies must be carried out to evaluate the effective-
ness of the change in adherence to therapeutic treatments.
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